Primary care-based memory clinics (PCMCs) have been established in several jurisdictions to improve the care for persons with Alzheimer's disease and related dementias. We sought to identify key quality indicators (QIs), quality improvement mechanisms, and potential barriers and facilitators to the establishment of a quality assurance framework for PCMCs.
INTRODUCTION
The rising prevalence of Alzheimer's disease and related dementias (henceforth referred to as dementia) is emerging as a leading global health system challenge. (1) Effective early diagnosis and management models are required to mitigate its impact on patients, caregivers, and health-care systems. (2, 3) Enhancing primary care capacity is seen as essential towards achieving this goal. (4) (5) (6) (7) (8) (9) (10) However, dementia care predominantly resides with geriatric specialists, who are in short supply in Canada and elsewhere, delaying access to care. (11) To enhance the care of persons with dementia, many communities are creating programs to assess persons presenting with cognitive concerns. Many of these have been established as primary care-based memory clinics (PCMCs). (4) (5) (6) (7) 9, 10, 12, 13) Initial evaluations suggest that PCMCs can provide timelier assessment, lead to a high degree of satisfaction among referring physicians, patients, and caregivers, and streamline access to specialists. (11) (12) (13) In order to retain the fidelity of such programs and consistency with initial training and practice guidelines, and thus prevent 'practice drift' and ensure ongoing high quality of care, quality assurance frameworks are needed. (9, 12, 14) Quality assurance is a process to ensure that care provision meets established standards. (15) Quality Indicators (QIs), based on best practices, define achievable benchmarks and a quality assurance framework facilitates practice improvement through targeted, educational quality improvement mechanisms. (16, 17) To our knowledge, there is no quality assurance framework specific to dementia care in primary care-based settings. This paper describes the results of a consensus approach to identify QIs and quality improvement mechanisms in an Ontario-wide network of interprofessional PCMCs, and identify potential barriers and facilitators to the implementation of a quality assurance framework. (11, 12, 18) 
METHODS

Protocol and Process
A Delphi technique was deployed to obtain agreement from PCMC clinicians and dementia specialists on preferred QIs and quality improvement mechanisms. (19) (20) (21) (22) (23) The Delphi technique is an iterative consensus process, wherein surveys are used to solicit opinions from groups, and responses summarized and redistributed in a subsequent round for consideration. We identified 38 candidate QIs and quality improvement mechanisms for dementia care by reviewing existing clinical guidelines and quality indicator and improvement compendiums developed with standardized methods (Table 1) . (16, (24) (25) (26) (27) (28) (29) (30) (31) (32) (33) 34) Respondents were asked to rate the QIs and quality improvement mechanisms using a continuous integer 9-point scale, with 1 representing the least important and 9 the most important. Written comments were solicited and professional information collected to characterize respondents.
Data Collection
Links to the web-based survey were electronically distributed to all PCMC clinicians (n = 283) and Ontario specialists through the Ontario Medical Association sections of geriatric medicine (n = 123) and neurologists (n = 134), and the Canadian Association of Geriatric Psychiatrists (n = 305). Two reminders to complete the survey were sent by e-mail. After each round, QIs and improvement measures in the lower two tertiles of agreement (i.e., with mean ratings less than 7) were excluded, and those remaining were reviewed by the authors guided by respondent comments. (35) QIs and quality improvement mechanisms deemed redundant or containing duplicate themes were combined or amended with attention to preserving their intent and conciseness. The authors maintained an audit trail of changes and decision-making points. Data from the preceding round, including number of respondents, rating means, and standard deviations, were included in the subsequent round.
Data Analysis
Descriptive statistics were compiled after each round. Student's t-test was used to identify significant differences between PCMC clinicians and specialists. SPSS version 23.0 (IBM Corp.) was used, with two-sided p values of < .05 as the threshold for statistical significance. Two authors (GH, VB) independently analyzed all written comments using descriptive content analysis (36) and incorporated the feedback into the presentation of QIs and quality improvement mechanisms in the second Delphi round.
RESULTS
Two survey rounds were conducted between April and June 2014. In the first Round, 842 surveys were distributed with a response rate of 21.3%. The majority of respondents were physicians, and nurses and other health professionals equally represented the remainder of respondents (Table 2 ). Respondents had an average of 14.6 ± 10.1 years of clinical practice with older adults. Among PCMC respondents, 31% were from urban centres, 42% rural settings, and 25% from mixed urban/ rural populations. In contrast, 73% of specialists worked in urban settings, and 24% served mixed populations. Only 11 neurologists responded to the first survey, and their specialty was not included in Round 2.
In Round 2, 690 surveys were distributed with a response rate of 12.8%. The majority of respondents (60.2%) were physicians. Respondents had an average of 17.42 ± 10.08 years of clinical practice with older adults and practice settings were similar to Round 1. Respondent characteristics are shown in Table 2 .
Of the initial 38 candidate QIs, only 14 remained after two Delphi rounds. A third Delphi round was not conducted due to the substantial drop in response rate between Rounds 1 and 2. Table 3 presents the results of the consensus process and Table 4 presents the final list of quality indicators. Of 19 candidate quality improvement mechanisms, 10 were ultimately selected. Quality improvement mechanisms characterized by specialist integration, including case discussions, shared care, observerships, and mentorships, ranked highly (Table 5) . Other preferred quality improvement mechanisms included standardized electronic charting forms, self-directed learning activities, and interactive programs. Survey respondents recommended that between 10-30% of patients seen in a PCMC also be reviewed by a specialist.
Respondent Comments
Descriptive content analysis identified three themes related to potential barriers and facilitators to the establishment of a quality assurance framework in PCMCs: 1) its perceived importance, 2) collaboration and role clarity, and 3) the implementation process. (36) 
9.
Annual dementia severity tracking Percentage of patients with a diagnosis of dementia whose severity of dementia is classified as mild, moderate, or severe at least once within a 12-month period. (31) 10. MCI 1-year reassessment Percentage of patients with Mild Cognitive Impairment (MCI) who are reassessed within 12 months of the initial assessment. (26) 11. Dementia 1-year cognitive review Percentage of patients with a diagnosis of dementia who undergo an assessment of cognition, and for whom the results are reviewed at least once within a 12-month period. (25, 28, 31) 12. Dementia 1-year function review Percentage of patients with a diagnosis of dementia who undergo an assessment of functional status (including activities of daily living and elimination), and for whom the results are reviewed at least once within a 12-month period. (25, 28, 31) 13. Dementia 1-year behaviour review Percentage of patients with a diagnosis of dementia who undergo an assessment of neuropsychiatric symptoms, and for whom the results are reviewed at least once within a 12-month period. (25, 28, 31) Medication Review and Management
Medication review
Percentage of persons with cognitive impairment for whom a medication review (prescriptions, over the counter or supplements) is undertaken to identify drugs that may be associated with changes in cognitive function. (25, 28) 15. Medication review and justification Percentage of persons with cognitive impairment and who are taking medications commonly associated with mental status changes, and for whom these medications are discontinued or for which continued use is justified due to clearly documented reasons (because removing or decreasing medications might lead to improved cognition). (25, 28) 16. Anticholinergic medication review Percentage of persons with cognitive impairment who are prescribed a medication with anticholinergic effects even though alternatives are available, unless there is an explicit justification for this medication in the medical record. (28, 30) 17. Sedative medication review Percentage of persons with cognitive impairment who are prescribed long-acting sedatives (hypnotics, anxiolytics), unless there is an explicit justification for this medication in the medical record. (28, 30) Investigations 18. Lab testing Percentage of persons assessed for cognitive impairment in whom all recommended blood tests are performed, including: Complete Blood Count, creatinine, serum B12, thyroid stimulating hormone, serum electrolytes, serum calcium, and serum fasting glucose. (25, 26, 29) 19. Neuroimaging Percentage of patients assessed for cognitive impairment in whom structural cranial imaging is recommended if one or more of the following criteria are present and documented: (26) • Age < 65 years;
• Rapid (e.g., over 1-2 months) unexplained decline in cognition or function;
• Short duration of dementia (< 2 years);
• Recent head trauma;
• Unexplained neurologic symptoms (e.g., new onset of severe headache or seizures);
• History of cancer (especially types that metastasize to the brain);
• Use of anticoagulants or history of bleeding disorder;
• History of urinary incontinence and gait disorder early in the course of dementia (as may be found in normal pressure hydrocephalus);
• Any new localizing sign(s) (e.g., hemiparesis or a Babinski reflex);
• Unusual or atypical cognitive symptoms or presentation (e.g., progressive aphasia); and • Gait disturbances. (24) 20.3: information on the prognosis; (24) and 20.4: information about dementia (e.g., about hereditary aspects of dementia, etiology, etc.). (24) 21. Individualized care plan Percentage of patients with a dementia diagnosis for whom an individualized care plan is formulated. (29) 22. Individualized caregiver support Percentage of patients with a dementia diagnosis for whose primary caregiver an individualized care plan is formulated. (29) 23. Caregiver education Percentage of caregivers of patients with dementia who are provided with dementia disease management education and are referred to additional resources for support (e.g., Alzheimer's Society) within a 12-month period. (24, 25, 30, 31) 24. End-of-life planning Percentage of patients diagnosed with dementia who receive, within 2 years of initial diagnosis or assumption of care, comprehensive counselling regarding ongoing palliation and symptom management and end-of-life decisions. (27, 30, 31) 25. Advance care plan Percentage of patients diagnosed with dementia who establish, within 2 years of initial diagnosis or assumption of care, an advanced care plan (e.g., will, enduring power of attorney, personal directive) or surrogate decision-maker in the medical record, or documentation in the medical record that the patient did not wish or was not able to name a surrogate decision-maker or provide advance care plans. (28, 30, 31) 26. System navigation information Percentage of caregivers of patients diagnosed with dementia for whom the provision of system navigation information regarding how to access social services for dementia patients and their caregivers is documented. (29) 27. Documented capacity assessment Percentage of patients with dementia for whom decision-making capacity regarding any care decisions is documented. (27) 28. Overall safety risk assessment Percentage of patients with dementia for whom safety risk assessments (e.g., driving, financial management, medication management, home safety risks that could arise from cooking or smoking, potentially dangerous behaviours such as wandering) are documented at least once within a 12-month period. (27) 29. Overall safety counselling Percentage of patients with dementia and/or caregivers who are counselled or referred for counselling regarding safety concerns at least once within a 12-month period. (30, 31) 30. Driving counselling Percentage of patients with dementia and/or caregivers who are counselled regarding the risks of driving and the alternatives at least once within a 12-month period. (28, 30, 31) 31. Driving assessment Percentage of patients with dementia in whom driving ability is assessed at least once within a 12-month period. (25, 30) 32. Behaviour interventions Percentage of patients with dementia and one or more neuropsychiatric symptoms who receive or are recommended to receive an intervention for neuropsychiatric symptoms at least once within a 12-month period. (28, 31) Pharmacological Management 33 Acetylcholine-esterase inhibitor discussion Percentage of patients diagnosed with mild to moderate Alzheimer's Dementia, mild to moderate vascular dementia, or Lewy body dementia, with whom a discussion with the patient and/or caregiver(s) about risks and benefits of cholinesterase inhibitor treatment is documented. (25, 28, 30) 
Need for and Relevance of Quality Assurance for Dementia Care
Almost all respondents mentioned the need to maintain high-quality care through ongoing, targeted training on pertinent clinical knowledge and consistency of approach among PCMC teams. Most recognized a formal quality assurance framework and individual QIs as essential. However, a few respondents were unsure why a quality assurance framework was needed at all. Some assumed that formal training should be sufficient to ensure quality. Others seemed unfamiliar with the purpose of quality assurance and construed the idea of tracking QIs as supplemental work. 
Collaboration and Role Clarity
A second theme pertained to the operationalization and implementation of the quality assurance framework within the context of PCMCs, and identified a lack of clearly delineated responsibilities among referring clinicians, PCMCs, and specialists. Respondents perceived this as problematic because absence of clarity impedes the capture of clinical documentation relevant to QI measurement. 
34
Documented non-pharmacological behavioural intervention Percentage of patients with dementia and one or more neuropsychiatric symptoms who undergo a trial of prior non-pharmacologic behavioural interventions, and for which the success or failure these measures is documented, before drug treatment targeting these symptoms is initiated. (25, 30) 35 Antipsychotic risk discussion Percentage of patients with dementia and neuropsychiatric symptoms, for whom treatment with an antipsychotic is being considered, and for whom a risk-benefit discussion with the patient and/or caregiver(s) is documented. (25, 28) Managing Concomitant Conditions
Nutritional assessment
Percentage of patients diagnosed with dementia and for whom assessment and interventions related to nutritional status are documented. (27) 37. Comorbidity management support Percentage of caregivers of persons with dementia who receive advice and support on the management of complex comorbidities, such as heart failure or diabetes. (27) 38 Stroke prophylaxis Percentage of persons with dementia and vascular risk factors who are considered treated for stroke prophylaxis, or for whom contraindications to stroke prophylaxis are documented. (25, 30) Similar concerns were raised regarding the management of comorbidities. "My biggest concern is that the PCMC team assumes that a proper physical and neurologic exam has been done by the referring source" [Specialist, Round 1].
Process of QA Framework Implementation in PCMCs
Respondents provided several comments on potential barriers to the implementation process of a quality assurance framework in PCMCs. One of the main obstacles was the perceived burden of documentation required to implement QIs.
"[It will take a lot of work to do the] searching and documenting as a group of patients needs a process to set up how to search, then doing the search" [PCMC clinician, Round 2].
Integrating QIs into existing electronic medical records was touted as a solution, though potentially a resourceintensive one. Sub-item 3.6 excluded after Round 1 due to low rating.
Sub-item 3.5 scored below 7 after Round 2 but was retained, as this PCMC model explicitly stipulates that patients younger than 65 with suspected dementia will be referred to a specialist.
After review, sub-items 3.1 to 3.5 combined into a single FQI. Sub-item 7.3 (screening neurological examination) was excluded after Round 2 due to rating below 7. However, there was a statistically significant difference between ratings by PCMC clinicians (6.35 (1.91)) and specialists (7.28 (1.53)); the latter favouring sub-item 7.3.
Sub-item 7.6 had an overall rating over 6.99, but the review excluded the sub-item (patient needs in multiple domains) because respondents considered it potentially too variable to permit a sufficiently specific definition to allow for accurate measurement. One respondent commented: "Referral, further testing and reassessment are important but should also be based on patient/caregiver complaints and needs" [Specialist, Round 1] .
Sub-item 7.8 had an overall rating over 6.99, but the review (documentation of multidisciplinary discussion) excluded the subitem because it is a required process in the PCMC model of care, variability exists in the multidisciplinary composition of individual teams, and documentation of whether or not a discussion occurred does not reflect the quality and content of the discussion and can therefore not be easily assessed as a QI: "At our Memory Clinic, each patient cannot be followed up in our Memory Clinic annually because of limited resources" [PCMC clinician, Round 2] .
The remaining sub-items (7.1, 7.4, 7.5, and 7.7) were combined into a single QI (FQI 2) of readily measurable clinical diagnostic documentation.
A second issue identified in relation to the implementation of the quality assurance framework is the need to establish benchmarks to properly interpret QI scores. Respondents suggested that specialist involvement with PCMCs could help define these benchmarks. However, access to specialists within a PCMC was often seen as insufficient.
"I think one of the most important quality indicators is a comparison of the PCMC performance versus the specialist, done on both patients referred to the specialist by the PCMC, and unselected patients seen in the clinic that would not have been referred to the specialist" [Specialist, Round 1] .
Access to other health care professionals, within PCMCs and in the community, was identified as important for quality care, though access was not perceived as uniform. An important finding is the relative lack of importance ascribed to end-of-life planning. While respondents agreed on its importance, many expressed that such planning discussions were not appropriate for patients with less advanced disease.
"Palliation and end of life discussion is usually not appropriate at time of our memory clinic initial or follow-up assessment since our patients are not that advanced. Family physician team will do this in following up patient" [PCMC clinician, Round 1]. Lastly, many respondents expressed a preference for quality improvement mechanisms and learning opportunities characterized by active engagement. They also identified specialists as agents to promote care quality, particularly in the context of a shared care approach. All patients seen in the PCMC with documentation of one or more of these 5 indicators. All patients seen in the PCMC with a documented diagnosis of MCI. FQI 5: Proportion of patients seen in the PCMC who have a documented diagnosis of dementia and who are reviewed at least once within a 12-month period to undergo an assessment for: 1. Cognition; 2. Function; 3. Behavioural and neuropsychiatric symptoms; and 4. Safety concerns (driving, financial management, medication management, home and environmental risks, wandering).
Assessment and Reassessment Indicators
All patients seen in the PCMC and who are diagnosed with dementia.
Medication Review and Management Indicators
FQI 6: Proportion of patients seen in the PCMC who have a documented diagnosis of dementia or MCI, who are taking medications commonly associated with mental status changes, and for whom these medications are either: 1. Discontinued, or 2. Continued but with clearly documented justification outlining why their expected benefits outweigh their potential negative impact on cognition.
All patients seen in the PCMC diagnosed with dementia or MCI, and who are taking medications associated with mental status changes.
Investigations Indicators
FQI 7: Proportion of patients seen in the PCMC that are assessed for cognitive impairment and in whom all recommended blood tests are performed, including: Complete blood count, creatinine, serum B12, thyroid stimulating hormone, serum electrolytes, serum calcium, and serum fasting glucose.
All patients seen in the PCMC. Process Indicators FQI 8: Proportion of patients seen in the PCMC that are assessed for CI in whom structural cranial imaging is recommended if one or more of the following criteria are present and documented: 1. Age < 60 years; 2. Rapid (e.g., over 1-2 months) unexplained decline in cognition or function; 3. Short duration of dementia (< 2 years); 4. Recent head trauma; 5. Unexplained neurologic symptoms (e.g., new onset of severe headache or seizures); 6. History of cancer (especially types that metastasize to the brain); 7. Use of anticoagulants or history of bleeding disorder; 8. History of urinary incontinence and gait disorder early in the course of dementia (as may be found in normal pressure hydrocephalus); 9. Any new localizing sign (e.g., hemiparesis or a Babinski reflex); 10. Unusual or atypical cognitive symptoms or presentation (e.g., progressive aphasia); and/or 11. Gait disturbances.
All patients seen in the PCMC and in whom one or more of these features is documented.
Non-Pharmacological Management Indicators
FQI 9: Proportion of patients seen in the PCMC with a documented diagnosis of dementia for whom, within 2 years of initial dementia diagnosis, an advance care plan (e.g., will, enduring power of attorney, personal directive) is established and a surrogate decision-maker identified in the medical record, unless it is documented in the medical record that the patient did not wish to, or was not able to, name a surrogate decision-maker or provide advance care plans.
All patients seen in the PCMC and who are diagnosed with dementia. FQI 10: Proportion of patients seen in PCMC, who have a driver's license and/or are driving with a documented diagnosis of dementia, and/or their caregivers, and who received counselling regarding the risks of driving and the alternatives at least once within a 12-month period.
All patients seen in the PCMC, diagnosed with dementia, and who have a valid driver's license and/or are driving. FQI 11: Proportion of patients with dementia who have a driver's license and/or are driving in whom driving ability is assessed at least once within a 12-month period.
All patients seen in the PCMC, diagnosed with dementia, and who have a valid driver's license and/or are driving.
Pharmacological Management Indicators
FQI 12: Proportion of patients seen in the PCMC with a documented diagnosis of mild to moderate Alzheimer's Dementia, mild to moderate vascular dementia, or Lewy body dementia, with whom a discussion with the patient and/or caregiver about the risks and benefits of cholinesterase inhibitor treatment is documented. All caregivers and/or patients seen in the PCMC with a documented diagnosis of mild to moderate Alzheimer's Dementia, mild to moderate vascular dementia, or Lewy body dementia. FQI 13: Proportion of patients with dementia and neuropsychiatric symptoms, for whom an antipsychotic is prescribed, and for whom a discussion considering non-pharmacological options and potential benefits and harms of these medications, had taken place and has been documented in the patient's record.
Patients seen in the PCMC and who have been prescribed an antipsychotic medication. Overall, respondents recognized the need for a quality assurance framework for dementia care. Barriers to the implementation of this framework included role confusion among stakeholders and limited resources. Integrated electronic data collection was considered a facilitator for quality assurance.
Managing Concomitant Conditions Indicators
DISCUSSION
This study used a consultative process among primary and specialty providers to identify a core group of QIs and preferred quality improvement mechanisms for dementia care. Quality assurance can be an effective method to ensure fidelity to best practices and maintain a high standard of care quality. (37) (38) (39) (40) (41) Selected QIs address care processes, assessment and reassessment, medication review and management, investigations, non-pharmacological management, pharmacological management, and managing concomitant conditions. (42) Selected quality improvement mechanisms emphasize a desire for multimodal education and closer collaboration with specialists. Assessing care quality and publically reporting the findings are increasingly commonplace. However, quality assurance still mainly focuses on specific care sectors or episodes, rather than on overall care for conditions that require coordination and collaboration across multiple sectors. (43) In that context, study participants identified important hurdles to its implementation.
Critical considerations include educating clinicians about the role of quality assurance, improving role clarity among providers involved in dementia care, expanding access to allied health professionals, and creating standardized electronic medical record templates to simplify QI documentation. Quality assurance must not create additional burden on clinicians often working with limited resources and time, a burden that could also impact the quality of the clinician-patient interaction. Greater integration of specialists within PCMCs was acknowledged as important for care quality. Respondents proposed that 10-30% of patients seen in PCMCs be reviewed with a specialist, preferably in a shared care approach. Closer integration of urban specialists with rural PCMCs represents a tremendous opportunity to extend quality dementia care, particularly to rural patients. However, integration of specialists within PCMCs remains suboptimal. To optimize specialist integration, it will be necessary to identify barriers (e.g., allocation of funding) and facilitators (e.g., resources for coordination, electronic medical records, telemedicine). Another important finding was the relatively low rankings of QIs related to end-of-life planning with dementia patients. In addition to potential discomfort among clinicians to address such issues, this finding may also stem from the understandable desire to maintain hope and engagement early in the course of the illness, though undue delays may leave patients and caregivers less able to meaningfully participate in such discussions.
The most important identified barrier to the implementation of the quality assurance framework is the need for greater clarity on responsibilities of referring family physicians, PCMC clinicians, and specialists, particularly with respect to follow-up, physical examination, and care of complex comorbidities. Quality assurance often targets relatively simple conditions, such as hypertension, or restricts its scope to specific aspects, processes or locations of care. (38) (39) (40) (41) In contrast, dementia, like all major chronic conditions, follows a course of progressive decline punctuated by increasingly frequent health complications (related to dementia itself, as well as to exacerbations of concurrent comorbidities), multiple care transitions, progressive caregiver stress and health service utilization, and ultimately death. Optimal dementia care thus requires a systems approach of integration and coordination. (44, 45) Addressing greater role clarity among all dementia stakeholders, a task that with proper resources could be coordinated from within PCMCs, requires immediate attention, in order to ensure a stable clinical infrastructure that is able to safely and effectively address the needs of these patients, wherever they may be and whenever they arise. (46, 47) Until such integration is achieved, optimal quality dementia care will remain difficult to attain.
Limitations of the Study
The results of this study should be understood in light of several limitations. First, only two Delphi rounds were conducted because the response rate fell markedly after the first. However, the response rate remained above what is considered appropriate for Delphi surveys, and ratings of individual QIs, except those related to physical examination, remained stable between rounds. (48, 49) A second limitation is that the survey was solely distributed within the previously described network of PCMCs, (11) (12) (13) though this model is widely implemented across Ontario. As the QIs were selected by both primary and specialist providers, they are likely applicable to other dementia care settings. Third, participation of neurologists in the first round was low and their response was not solicited in the second round. The relatively lower participation of neurologists in this work, compared to geriatricians and geriatric psychiatrists, is notable and requires further investigation. Fourth, allied health providers were under-represented and, given their importance in dementia care, additional work is required to further understand and develop their role in an integrated system of dementia care. Fifth, patient and caregivers were not surveyed regarding what they consider to be important QIs. Finally, candidate QIs and quality improvement mechanisms were not identified through a systematic literature review, but the use of published guidelines and compendiums likely identified the most important elements of quality dementia care, which would thus have remained highly ranked.
CONCLUSIONS
While this study has identified QIs and quality improvement mechanisms to assess care quality for dementia, findings underscore the importance of system integration for the provision of quality dementia care, with specifically defined and mutually understood roles among stakeholders and, where necessary, the reallocation of existing resources to support this approach to care. (50) Understanding and overcoming system barriers to dementia care integration is an urgent priority. An approach whereby clear roles are negotiated among dementia stakeholders can provide sufficient flexibility to meet regional needs (especially in rural areas where access to specialists is more limited), foster more effective collaboration and accountability, and thus facilitate the delivery and measurement of care quality for dementia. Within that context, proper field-testing, validation, and evaluation of selected QIs and quality improvement mechanisms can then be conducted. This work has significant implications on the organization of care for aging patients with complex conditions. Primary and specialist providers share the responsibility of providing and supporting integrated dementia quality care. As such, the care of persons with cognitive impairment would be enhanced by the development of a practical and realistically feasible quality assurance framework, under whose umbrella both PCMC and specialist services are integrated, and which ensures high fidelity to intended design and best practices, and thus maintains a high level of care quality. (51) 
